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The vast majority of the 13 A United States study found that 56% of patients with acutely painful medical and surgical conditions received no analgesia while in the A&E department.4 Furthermore, 32% of the patients receiving analgesia had a less than the optimal dose. However, it could be argued that these conclusions are not valid because the study population suffered from many different conditions and some were paediatric cases.
Nevertheless corroborative evidence comes from a later American study by Selbst and Clark.5 They found that 60% of A&E patients reviewed received no analgesia for their acutely painful conditions, 12% received a suboptimal initial dose, and children were significantly less likely to receive analgesia than adults.
In 1986, Reichl and Bodiwala6 used seven common hypothetical situations to evaluate pain management by United Kingdom A&E senior house officers (SHOs). They concluded that analgesia management by these doctors was inadequate. They also suggested the need for more detailed teaching on pain management, analgesia oriented induction courses, and the adoption of an appropriate analgesia policy in A&E departments. Since 1986 there have been major developments in A&E departments in the United Kingdom. Induction courses and active education programmes for SHOs are now standard. Thus the previously defined lack of knowledge may have been corrected. This study was designed to assess the current analgesic knowledge of A&E SHOs. Only departments with SHOs were contacted. Ministry of Defence, children's, and eye hospitals were excluded because SHOs working there may not have regular exposure to the conditions described in the questionnaire. Thus we did not consider these departments representative of those found in the rest of the United Kingdom.
Methods

QUESTIONNAIRE
We constructed a standardised structured questionnaire, based on a similar study by Reichl and Bodiwala.6 Six hypothetical clinical scenarios were devised to determine which analgesic drug, dose, and route of administration the SHO would choose. These scenarios are described in the appendix. To provide a fair and balanced representation of A&E attenders, the questions took account of the variation of age, sex, and acutely painful conditions presenting to A&E. 3 To obtain information on previous training in analgesia prescribing, the questionnaire also asked about previous experience in A&E medicine (at least six months), anaesthesia, and the completion of the advanced trauma life support (ATLS) course.
DATA COLLECTION
We recorded all the SHOs' responses. If they replied with generalised groups-for example opioids-they were asked if they would favour a particular drug. If more than one drug was contemplated, a personal preference was The case with the least appropriate responses for analgesic drug (158, 68.4%) was the compound fracture of the tibia and fibula (lb in the appendix). Of those who initially prescribed appropriately, 139 (66.2%) continued with a suitable choice 20 minutes later. Of the respondents whose initial prescription was inappropriate, 19 (90.5%) prescribed more appropriately for treating continuing pain after 20 minutes. Only two respondents (9.5%) continued to prescribe inadequately. Eighteen (90%) of those who gave no analgesia 20 minutes later had already prescribed appropriately.
PREVIOUS EXPERIENCE
The study population consisted of 76 SHOs with previous experience in A&E (32.9%), 13 with previous experience in anaesthesia (5.6%), and 41 stating that they had completed the ATLS course (17.7%). These three groups were not mutually exclusive.
The subpopulations were individually compared with the rest of the population using X' tests, to see if there were any significant differences in response (table 4). In the choice of route of administration, the group with previous experience in A&E were significantly better. ATLS trained SHOs were best at choosing the dose of analgesic drug.
Discussion
Our aim in this study was to explore the use of analgesia by junior doctors in the A&E department. We showed that while the great majority of respondents chose an appropriate analgesic drug, they often did not choose an appropriate route. More significantly, the dose was often wholly inadequate.
The types of response indicate that many SHOs lack confidence in using strong opioids in adults and children. In addition few doctors would titrate the analgesic against the patient's response, and the majority were reluctant to use the intravenous route in the elderly. The greatest variety of drugs prescribed was for the sprained ankle (27 in all), suggesting personal choices led to an array of prescriptions. However, from interviewing the SHOs it transpired that they tended to use "whatever is available in the department at the time." Consequently prescribing was not entirely due to personal choice, an area which has been identified by Yates et al. 8 We also showed that the group with previous A&E experience was better at choosing the route of administration, and the group with the ATLS certificate was better at choosing the dose of analgesic drug. It is not clear what part of the ATLS training made this group better in some aspects of their response. Because of the small numbers in the group with experience in anaesthesia, the results may not reflect true statistical differences. Further research is needed to clarify this issue. Driscoll et al suggest that the reason for prescribing no analgesia is poor objective estimation of the degree of pain suffered by the patient.3 "Psychic numbing" can develop through repetitive exposure to complaints of pain. A review article on acute pain relief by Sutcliffe9 suggests further possible reasons for inadequate pain relief. These include a lack of understanding of pain, inadequate knowledge of the pharmacology of drugs and adjuvant techniques, little skill in administration, failure of pain assessment and communication, and fears about addiction, overdose, side effects, and the masking of physical signs.
DESIGN OF THE STUDY
The only way to assess current knowledge is by a cross sectional (prevalence) survey. The design of our study allowed the knowledge of SHOs to be assessed and compared with the previous work done by Reichl and Bodiwala.6 A telephone survey was chosen because it incorporates the advantages of both written questionnaires and personal interviews. Telephone surveys are cost-effective and accurate and they assure a high response rate."1 The possibility of variation between subjects was reduced by providing a full explanation of the study, an estimation of how long it was going to take (around five minutes), and an option to phone back at a more convenient time (if possible). Any observer variation was reduced by the use of a structured questionnaire.
A limitation of the study is the selection of the sample from the parent population. While a simple random sample of SHOs would have been ideal, the difficulty of selecting such a group was that a complete telephone directory of currently registered A&E SHOs would have been hard to obtain as they continually rotate every six months. The method chosen ensured a high response rate and good quality information. We believe the sample was random, as there was no self selection and SHOs who were hard to identify for the complete (national) telephone questionnaire were not omitted.
RECOMMENDATIONS
This study shows there is a clear need for a draft document setting out appropriately constituted guidelines on pain management in the A&E department. These need to cover the "chain of analgesia," that is: the optimum drug, by the optimum route, by the optimum dose, to achieve the optimum effect. This correct order is essential for effective analgesia. While the results of the study are encouraging in that most SHOs seem to give an appropriate drug, they are less so with respect to the route of administration and dose. Only by considering all these aspect can we effect policies for optimal pain management.
Recently published articles outline recommendations on the development of protocols for pain management."-"5 These include the following: extensive review of scientific reports, establishment of practice patterns, identification of problem areas, promotion of research, review of current protocols and development of new ones with respect to specific criteria (for example, sensitivity, specificity, reliability, reproducibility, clinical applicability, flexibility, and clarity), a multidisciplinary approach, implementation of guidelines with appropriate validation, extensive research with the publication of both positive and negative outcomes, and finally a review of policies so that they can be altered or abolished as necessary.
There is therefore much work to be done to ensure that accident and emergency patients receive optimum pain relief.
We acknowledge the assistance of S Morris, MRPharmS. Managing meningococcal disease: reducing mortality in children and adults 
